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Highlights

• The Healthy Aging Asset Index 
(HAAI) is an assessment tool that 
can be used to guide social pre-
scribing by a variety of profession-
als in the community.

• The determinants of healthy aging 
can be used to inform social pre-
scriptions in different domains.

• The HAAI can support shifting care 
away from the health system and 
into the community, and improve 
the capacity of health systems.

• Further investment is needed to sup-
port the implementation of the HAAI 
and social prescribing pathways 
within community-based organizations.
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Executive summary

The age of Canada’s population is increasing, necessitating innovative methods and 
tools for assessing the needs of older adults and identifying effective health and social 
prescriptions. In Alberta, a community-based, senior-serving organization undertook 
the development and piloting of the Healthy Aging Asset Index, an assessment tool and 
social prescribing guide for use by a variety of professionals within the community. Tool 
development was rooted in medical complexity assessment and social work practice, 
and adhered to the determinants of healthy aging established by Alberta’s Healthy 
Aging Framework, which is based on the determinants of healthy aging published by 
the World Health Organization. Results from the pilot showed improvement in the func-
tionality of older adults within the determinants over time, as they were supported in 
addressing areas of personal vulnerability. Adopting tools such as the Healthy Aging 
Asset Index can bring cohesiveness to the support that older adults receive across the 
care continuum and has the potential to shift the balance of care away from the health 
system and towards the community, thus improving the capacity of health systems and 
government to meet the needs of Canada’s older adults.
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Introduction

The age of the Canadian population is 
increasing, along with the need to under-
stand the factors that affect the ability of 
older adults to age well in community.1 
Organizations must develop programs to 
respond to these factors. The world popu-
lation is aging faster than ever before,2 
and the ability of health systems to pro-
vide care to the older adult population is 
limited. Frailty is one of those factors 
affecting the ability of older adults to age 
well in community. Frail older adults 
require holistic models of care to optimize 
patient-centred outcomes and improve 
quality of life.3 In spite of this need, previ-
ous research has only examined how 
frailty could be screened for in medical 
contexts such as primary care, ambulatory 

care, assisted living, long-term care homes, 
acute care and critical care settings.3 
Community-based organizations that employ 
a strengths-based approach to increase 
resiliency in older adults are uniquely 
positioned to identify and respond to 
frailty through social prescribing pro-
grams; new practices and policies should 
be geared toward community solutions to 
address frailty in systems outside of 
medicine.

In Alberta, more than one million people 
will be aged 65 or older by 2035.4 Older 
adults currently make up less than one-
fifth of the population of Canada, yet they 
account for nearly half of all health care 
expenditures.1 Many older adults live with 
some degree of frailty, and there is a link 
between frailty and chronic diseases, 

especially when considering socioeconomic 
status. In Ontario, the prevalence of hav-
ing five or more chronic diseases is 11% 
among low-frailty, 26% among medium-
frailty and 44% among high-frailty groups.5 
Increased frailty has been associated with 
lower neighbourhood-level income,5 and 
research has shown that social factors can 
be a predictor of hospitalization.6 These 
costs and challenges are adding pressure 
to health systems’ post–COVID-19 response, 
including long wait times for emergency 
and surgical care, difficulty reaching health 
screening targets in primary care (i.e. pap 
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smears, mammograms, prostate screen-
ing) and the provision of on-time primary 
care services for simple tasks, such as pre-
scription refills.

Given the current dramatic demographic 
trends and the inability of health systems 
to respond to the care demands of an 
aging population, there is a need to do 
things differently. A potential solution is 
to identify frailty early and address the 
social and nonmedical needs of older 
adults in locations other than physician 
offices and primary care settings, under-
scoring the notion of the right provider, in 
the right place, at the right time—an 
approach that systems planners have been 
pursuing to improve service efficiency and 
effectiveness.7 Providing care and address-
ing the needs of older adults living in the 
community can be complex, and appro-
priate tools and resources are required to 
support this goal, especially as the num-
ber of older adults living in the commu-
nity increases due to demographic changes. 
Case complexity has been identified as a 
key contributor to increased health care 
use, and methods to identify those indi-
viduals who require targeted assessments 
to inform interdisciplinary interventions 
have been discussed in the literature.8-12 
Social prescribing has been defined as “a 
means for trusted individuals in clinical 
and community settings to identify that a 
person has nonmedical, health-related 
social needs and to subsequently connect 
them to nonclinical supports and services 
within the community by co-producing a 
social prescription—a nonmedical pre-
scription, to improve health and well-
being and to strengthen community 
connections.”13, p.9 Assessing complexity 
and risk in older adults can identify 
opportunities to build resilience through 
options such as social prescribing and 
help to reduce downstream medical 
effects.8 

For social prescribing to effectively con-
nect older individuals to nonclinical sup-
ports and services, there is a need for a 
shared comprehensive (social and clini-
cal) assessment that focusses on strengths, 
resiliency and positive change, rather than 
on deficits, and that facilitates integration 
of the services provided by voluntary and 
community organizations in collaboration 
with primary care.14 However, there is a 
lack of assessment tools that address 
social and clinical assessment needs for 
this population. This article describes the 
development of an assessment tool, the 

Healthy Aging Asset Index (HAAI), informed 
by the Healthy Aging Framework, and its 
potential use in community agencies to 
facilitate social prescriptions and address 
frailty.  

Development of the  
Healthy Aging Asset Index

The HAAI was developed to facilitate a 
more in-depth, comprehensive assessment 
of older adults’ risk factors for functional 
decline, as there is a lack of clarity regard-
ing how to respond to older adults who 
present with complex health and social 
needs. Ideally, anyone serving older adults 
within the community, where over 92% of 
older adults live and take recreation,15 
could identify frailty and administer 
healthy aging assessment. An interprofes-
sional team developed and sought feed-
back from a variety of stakeholders on the 
HAAI, which used common language to 
support early and efficient assessment 
and identification of clinical and social 
interventions. These interventions inform 
the development of personalized asset 
plans for healthy aging of older adults liv-
ing in the community. Assessment and 
interventions are based on a social pre-
scribing model embedded in an anti-
oppressive, holistic approach to care. 

Using this approach acknowledges that 
health concerns of older adults may be 
exacerbated by the social conditions in 
which they live that are beyond their con-
trol.16 Assessment and planning are also 
based on the knowledge that older adults 
living in the community experience differ-
ent levels of frailty—some are “minimally 
frail,” many are “moderately frail” and a 
very few are “severely frail,” categories 
established through use of the Clinical 
Frailty Scale.17 Individualized plans can 
optimize social prescribing to address 
social and medical complexity and direct 
both clinical and social prescriptions, a 
type of integrated social prescribing 
approach that is currently used only in a 
very limited capacity in Canada.

We conducted a review of the literature 
related to complexity in older adults and 
other underserved populations living in 
community. This review of both scholarly 
and grey literature identified several tools 
that address population complexity indi-
cators. None of the tools included a focus 
on strengths instead of deficits, and all 
tools lacked comprehensive social assess-
ment components, both of which are 

increasingly called for in the literature.18,19 
Current approaches with older adults, 
such as anti-oppressive, person-centred 
social work practice, take a strengths-
based approach that emphasizes the pos-
sibilities, capabilities and capacity of older 
adults. These strengths may be accumu-
lated over years of life and optimized 
within a support network of family, friends 
and care providers. Identifying and work-
ing with what older adults bring to the 
care relationship fosters inclusion, valida-
tion and empowerment.18 

Building on the example of an intake tool 
of an Edmonton-based nonprofit organiza-
tion, the HAAI was developed to address 
polypharmacy, the occurrence of chronic 
conditions, and medical attachment, as 
well as a variety of social factors such as 
safety, economic stability and housing. It 
was critical, given that implementation 
occurred in the early days of the COVID-
19 pandemic, that the tool could be used 
both in person and via a telehealth 
appointment, to facilitate ongoing support 
for older adults experiencing significant 
health care access barriers. In addition, 
the tool should be usable, understandable 
and reliable across health and social 
assessors. The resultant product included 
strengths-based language, focussed on a 
range of determinants of health, was easy 
to use, supported social prescribing and 
provided a quantitative score that could 
be incorporated into evaluation and reas-
sessment plans.

The Healthy Aging Asset Index (HAAI) 
incorporates seven domains that align with 
the Healthy Aging Framework’s determi-
nants of healthy aging.20 The Healthy 
Aging Framework (HAF) is a tool that can 
be used to articulate, organize and com-
municate the work of senior- serving orga-
nizations, and is based on the determinants 
of healthy aging (DOHA) established by 
the World Health Organization.21 The 
DOHA are the domains of the framework 
under which all work is organized. Below 
the DOHA are service areas, followed by 
specific activities, outcomes and impacts. 
The HAF can be used for strategic plan-
ning, priority setting, evaluation within 
organizations and coordination across the 
sector. DOHA play an integral role in the 
adversity, challenges and vulnerabilities 
individuals face as they age.16 The DOHA 
listed in the HAF were adapted to create 
the seven domains of the HAAI: physical 
health, personal well-being, mental health, 
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social support, physical environment, safety 
and security, and social engagement. 

Structuring the HAAI according to Alberta’s 
HAF allows an assessor to easily identify 
areas in which an individual could benefit 
from social prescribing. This is accom-
plished through a series of questions for 
each of the DOHA; each determinant is 
scored out of a total of four points. For 
example, within the physical environment 
determinant, questions address housing, 
poverty and transportation: “Do you have 
a safe place to live, is it affordable, and do 
you want to continue to live there?”; “Is it 
hard to make ends meet each month with 
your current income?”; and “How do you 
normally get to appointments/shopping?” 
Based on the responses, the tool will sug-
gest interventions such as assistance com-
pleting an affordable housing application, 
assistance to access financial benefits and 
assistance to find transportation options. 
Individuals seldom require assistance 
across all domains, but frequently require 
targeted intervention to achieve specific 
goals such as increased social engage-
ment, safer living arrangements, improved 
financial security or mental health stability.

Domains are scored and then combined as 
a total for each determinant. Scores of 
zero in a domain indicate a low level of 
complexity without any evidence of a 
need to intervene. Low-scoring domains 
on the HAAI indicate areas of strength 
and resilience. In domains with scores of 
one and above, clinical and social pre-
scriptions are triggered to address factors 
contributing to vulnerability. High-scoring 
domains indicate areas of vulnerability, 
and the suggested clinical and social inter-
ventions are intended to stabilize older 
adults at risk of experiencing advancing 
frailty living in the community. The total 
score for the HAAI quantifies the overall 
resilience or asset status of the individual. 
This method aligns with the scoring guid-
ance used by other complexity tools.22

Having a tool to direct assessment and 
intervention is critical for the spread of 
the process to nonclinical personnel, as 
HAAI scoring provides guidance regarding 
possible social prescriptions to enhance 
resilience in particular domains.19 An 
approach that optimizes the involvement 
of all professionals and addresses all 
determinants of health supports holistic 
care for older adults.23 In addition, scores 
in individual domains can assist with 

prioritization of needs within the total 
wellness picture for the individual, recog-
nizing that the priorities of the assessor 
may not align with those of the older 
adult and will need to be negotiated 
collaboratively.

Clinical prescribing activities align with 
standard medical care and include pre-
scription optimization, connection with 
primary care, mental and physical health 
supports, allied health connection and 
chronic disease management. Social pre-
scribing activities are focussed on indi-
vidual needs that are not immediately 
identifiable as “clinical” or “health-
related,” though these social factors have 
a significant impact on the future health 
state and well-being of the individual.23 
Assessors collaborate with older adults to 
create an asset plan that is acceptable to 
the individual and aligns with their health 
and wellness goals. Specifically, the most 
effective social prescriptions are those that 
are supported by workers embedded in 
the community who have built connec-
tions with diverse voluntary, community 
and social resources.14

HAAI pilot methods

In the fall of 2019, funding was secured to 
pilot the HAAI with older adults who were 
identified as moderately frail. Older adults 
were screened using the Clinical Frailty 
Scale (CFS)17 to identify a quality improve-
ment group (those who scored between 4 
and 6 on the CFS) for whom additional 
assessments with the HAAI were com-
pleted. Older adults were recruited from 
incoming calls to the seniors association; 
callers were asked to complete a frailty 
screen, adapted from the Clinical Frailty 
Scale, identifying those who were mini-
mally or moderately frail. These individu-
als were offered a call from the community 
connectors (link workers) to facilitate 
additional assessment with the HAAI. The 
HAAI was used as a comprehensive geri-
atric assessment to identify areas of resil-
ience and vulnerability for this moderately 
frail group of older adults. The assessment 
was completed on admission to the pilot, 
and then repeated at 3, 6 and 12 months, 
allowing for tracking of scores over time. 

Older adults who were seen in person 
were also administered the Edmonton 
Frail Scale (EFS)24 as a comparative mea-
sure. The EFS scores were used to provide 
frailty context from a validated scale for 
those individuals who were screened with 

the HAAI.24 These data were limited due 
to the COVID-19 pandemic, making con-
vergent validity determinations difficult. 
Formal content validity and interrater reli-
ability processes were ongoing at the time 
of writing. During the pilot, administra-
tion of the tool by different types of pro-
fessionals led to a depth of perspective 
during iterative tool development, and a 
more robust community and social ser-
vices approach to implementation. Social 
workers were trained to administer both 
the CFS and HAAI to older adults living in 
the community via phone or in person, in 
essence working in a community connec-
tor role, which is well described in the 
social prescribing literature.23 Connectors 
took the lead in providing navigation sup-
port, directed by the individual’s primary 
care provider. 

Using the HAAI led the connectors to rec-
ommend increasing numbers of interven-
tions over the course of the pilot to 
facilitate asset development for the older 
adult. This allowed nonmedical profes-
sionals to support connection to a wide 
range of interventions, contributing to 
conversations that gave older adults the 
agency to determine which diverse pre-
ventive and empowering supports were 
right for them. This practice, facilitated by 
the HAAI, builds on the concept of social 
prescribing, which is a structured system 
of referring people to a range of clinical 
and nonclinical services and leveraging 
the community-based sector to support an 
individual’s needs.

Results

Following the HAAI pilot’s conclusion in 
2022, a statistical analysis was completed 
to identify program and tool impacts on 
the functional level of participants. Data 
were available for 77 individuals aged 50 
and older, across four time points from 
intake to final follow-up. The HAAI was 
used 210 times over the period of the pilot, 
as not all individuals completed the total 
number of follow-up assessments. The 
statistical analysis identified a need for 
standardization in category composition. 
Given that DOHA domains initially included 
two, three or four questions, completing 
comparative analysis between domains 
was difficult. When considering the effects 
of the HAAI program and the social pre-
scriptions that were implemented, overall 
HAAI scores showed a statistically signifi-
cant improvement after a 12-month period 
when controlling for age and gender. 
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However, more important to consider is 
the scoring and improvement for each of 
the specific DOHA domains, as social pre-
scriptions are targeted to the domain 
rather than the total HAAI score. Scoring 
on the tool is optimally as low as possible; 
the pilot demonstrated the highest scores 
in physical health and social engagement, 
identifying these domains as most prob-
lematic for participating individuals. 
Domains that seemed less concerning for 
the majority of participants were safety 
and security and personal well-being, a 
finding that is also supported in the 
literature.25

Given the type of data and number of 
older adults assessed, it was determined 
that a regression model fitted to panel 
data with random effects was the most 
appropriate. Due diligence suggested that 
additional statistical models be run using 
standard ordinary least squares regres-
sion, ANOVA and panel data with fixed 
effects. Panel data regression is more 
appropriate than ANOVA in this case 
because it allows for missing values. 
Random effects were used rather than 
fixed effects in order to test the signifi-
cance of client age and gender. 

A statistically significant reduction in 
HAAI score was observed for clients at the 
12-month assessment when compared to 
their intake score. In this analysis, the 
reduction is equal to a 4.1-point decrease 
(95% CI: 2.61-7.26; p < 0.001) in the total 
score when controlling for age and gender. 

Regression results for the overall HAAI 
score are presented below (Table 1). Time, 
age and gender together explain about 
20% of the change in HAAI score within 
individuals, and just under 12% of the 
differences in HAAI score between indi-
viduals. When compared to the initial 
assessment, there was no significant 
change in the overall HAAI score at the 
3-month or 6-month time points. When 
compared to women, men did not have a 
statistically significant different HAAI 
score. When compared to those aged 50 to 
64 years, HAAI scores were not statisti-
cally different for those aged 65 to 
74 years, but they were significantly lower 
(by 6.51 points; p < 0.01) for clients aged 
75 years and older. 

Analysis of pilot data also highlighted the 
domains that showed the most improvement 
over the course of the pilot, demonstrating 
statistically significant score improvements 
immediately in safety and security, 6-month 
improvements in personal well-being 
and physical environment, and 12-month 
improvements in mental health and social 
engagement. Physical health scores did 
not show significant improvement during 
the one-year pilot (Table 1). Declining 
social support scores are difficult to inter-
pret, but may be related to launching the 
project at the onset of the COVID-19 
pandemic.

Unlike traditional frailty or geriatric assess-
ment tools, the HAAI pilot optimized the 
relational role of the community connector 

to ensure that the selected interventions 
aligned with the older adults’ current 
goals and assets, placing the older adult in 
the centre of the process, and in control. 
The use of modern social work approaches, 
such as solutions-focussed coaching and 
motivational interviewing,26 further enhances 
the HAAI not only as an assessment 
instrument, but as a collaborative tool 
that facilitates active partnership with cli-
ents. The HAAI goes beyond the immedi-
ate problem-solving model (i.e. treatment 
only), which is common in current front-
line social work practice and outreach, to 
a practice philosophy that encourages 
greater relationship building and holistic 
and long-term wellness—a preventive 
approach for which many social work pro-
fessionals have advocated.10 Future research 
efforts will target potential measurements 
of how HAAI use influences overall health 
and what the impact is on health resource 
use. Combining analysis with other mea-
sures such as hospitalization length of 
stay, quality of life, movement to settings 
offering higher levels of care, or emer-
gency visits may provide relevant data to 
support expansion and public funding of 
social prescribing programs.

Policy and program options

The HAAI, which was developed and 
intended for use across both the health 
and social sectors, expands the capacity of 
the health and community-based systems 
to identify older adults with complex needs 
seeking support, and clearly identifies 

TABLE 1 
Summary of HAAI regression fitted to panel data with random effects, decomposed by domain

Variable
Mental health       

(out of 12)

Personal 
well-being  
(out of 9)

Physical 
environment 

(out of 9)

Physical health      
(out of 12)

Safety & 
security 

(out of 6)

Social support     
(out of 9)

Social engagement  
(out of 9)

Time—initial Reference Reference Reference Reference Reference Reference Reference

Time—3 months −0.0798 −0.0987 −0.3304 0.2025 −0.3821*** 0.3407* 0.2264

Time—6 months −0.0862 −0.3292* −0.4923** 0.1095 −0.5625*** 0.2896 0.0515

Time—12 months −0.4807* −0.4945** −0.8170*** −0.4639 −0.6382*** 0.0533 −1.2147***

Gender—female Reference Reference Reference Reference Reference Reference Reference

Gender—male −0.4678 −0.0483 0.3332 0.1360 0.0708 0.3954 0.2673

Age—50–64 y Reference Reference Reference Reference Reference Reference Reference

Age—65–74 y −1.6795** −0.1844 −0.8233 0.4291 −0.8358** 0.2233 −1.1505*

Age—75+ y −1.9816*** −0.2394 −1.8825*** −0.4730 −0.9145** 0.0549 −1.0425*

Constant 3.5441*** 1.0098*** 3.1871*** 4.7363*** 1.6647*** 1.1038*** 4.1188***

Abbreviations: HAAI, Healthy Aging Asset Index; y, years. 

*p < 0.05

**p < 0.01

***p < 0.001
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potential options the older adult may have 
for resolving or addressing the issues that 
could, over time, contribute to increased 
frailty, increased societal cost and system 
pressures. Preventative, community-based 
care is an important priority for local, pro-
vincial and federal governments. 

As stated earlier, most older adults (92%) 
reside in private dwellings15 and require 
access to a network of community-based 
supports that will facilitate aging in place. 
Communities in turn require adequate 
funding for this network of supports, as 
well as a dedicated community connector 
or link worker to conduct comprehensive 
assessments using the HAAI. Though pri-
mary care clinicians recognize the impact 
that the DOHA have on older adults living 
in the community, they are ill-equipped to 
advise on resources within the community. 
Essential to the success of social prescrib-
ing models is knowledge of ever-changing 
community resources—expertise that can-
not be expected of medical professionals 
and that social workers may not have 
capacity to keep up. The HAAI tool facili-
tates and organizes this knowledge for the 
link worker. The HAAI also provides an 
opportunity to link the DOHA domains 
with resource databases, such as the 211 
information and referral service available 
in some provinces. 

Ensuring that there is seamless access and 
communication between health clinics 
and link workers will facilitate simple 
referrals from clinicians to the social pre-
scribing structures that are in place. The 
HAAI tool, when used in conjunction with 
a screening mechanism such as the CFS, 
offers a clear pathway for social prescrip-
tion and the associated interventions to be 
implemented. These tools can be used to 
identify and address frailty in systems out-
side of medicine, recognizing that frailty 
exists on a continuum and can be miti-
gated with a variety of social and clinical 
interventions. Social prescribing needs to 
be clear, accessible and simple to assess 
for, or it will fall to the bottom of the pri-
ority list of clinicians, despite its value.

Optimization of community-based approaches 
to the support of older adults is essential 
for the overall health of our society, and 
the long-term affordability of care for this 
population. Placing value on social needs 
such as affordable housing, financial 
security and food security will allow older 
adults to live healthier lives and decrease 

their use of the health system. This pre-
ventative action (concentrating on social 
needs) will not just shift a burden from 
one system to another, but will be more 
efficient and economical, since individu-
als will be more easily able to access 
resources and supports that meet these 
needs before having to access the health 
system. For this shift from health care to 
community to occur successfully, govern-
ment funding is integral to supporting the 
development of social prescribing models 
and to ensuring that the tools and pro-
cesses are supported by current research. 
The HAAI is shown to improve the pro-
cess of assessment and intervention, and 
use of the tool can further advance social 
prescribing approaches in the community. 
Increased advocacy from the health sec-
tor, alongside the community-based 
senior-serving (CBSS) sector, is critical to 
promoting use of the HAAI and the link 
worker role, as has been demonstrated in 
other jurisdictions.23

The HAAI also allows community-based 
organizations to evaluate the efficacy of 
interventions using a common framework. 
During the HAAI pilot, assessments were 
repeated 3, 6 and 12 months post–pro-
gram intake, which allowed for analysis of 
the impact of the social and clinical pre-
scribing triggered during the process. This 
information is useful for informing policy 
and program decisions at all levels of gov-
ernment. For example, in the pilot, scores 
were highest in the physical health 
domain, yet did not improve significantly 
over a 12-month period. This could mean 
that the intervention options in the physi-
cal health domain were not meeting indi-
viduals’ needs, and that further funding in 
this area is required to develop new pro-
grams and services. Ideally, a larger imple-
mentation group would provide more 
robust data on which to base analysis, 
which in turn would support a greater 
understanding of the impact of prescrib-
ing on the trajectory of healthy aging.

Barriers to implementation

Leveraging CBSS organizations as 
resources in a social prescribing model 
can prevent older adults from moving up 
the tiers of care and cost. However, a shift 
from health care toward community pre-
sumes a readiness among CBSS organiza-
tions that does not necessarily exist; the 
need to advance research, improve cross-
sector collaboration and build system-
level capacity in this area is evident. A 

systematic review examining facilitators 
and barriers of implementing and deliver-
ing a social prescribing service in the UK 
found that organizational readiness was a 
key facilitator to a successful social pre-
scribing program.27 Organizations have to 
be “navigator ready,” and there is a need 
for a collaborative multisector approach to 
project management.27 In Alberta, it is rec-
ognized that the senior-serving sector is 
relatively uncoordinated, and organiza-
tions face challenges due to the lack of 
collaborative tools, streamlined referrals 
processes, sector leadership and common 
frameworks for action.28 However, work is 
underway through Healthy Aging Alberta 
that can be leveraged to promote the 
adoption of tools like the HAAI.

Capacity limitations within CBSS organi-
zations also restrict the full implementa-
tion of assessment tools like the HAAI. 
Frontline staff are overworked due to the 
increasing demand for services, as they 
lack sufficient funds for staff and pro-
gramming. This results in difficulties 
recruiting and retaining staff and makes it 
challenging to engage in systematic 
change management processes. In the UK, 
temporary staff contracts and staff turn-
over were found to be barriers to social 
prescribing implementation.27 When we 
shift care into community, more value 
must be placed on the importance of these 
frontline roles, as they facilitate relation-
ship-based social interventions and have 
the potential to increase the positive 
impact on an individual’s health and well-
being. CBSS programs and staff must be 
supported to the same degree as clinical 
interventions provided through medical 
professionals.

Currently, there is neither a systemic nor a 
systematic approach to the delivery of 
nonmedical services in community, 
including assessment and intervention, to 
support this shift from health care to com-
munity care. A lack of consensus on the 
best tool for assessing frailty has been 
noted as a barrier to implementing frailty 
assessments in clinical settings, despite 
the tools being adaptable to different set-
tings.29 A systemic approach is crucial to 
the ongoing success and sustainability of 
a social prescribing model—one in which 
a link worker can make connections to 
necessary nonmedical services and assist 
social workers in meeting the needs of 
older adults. Assessment before social 
prescription was found to be one of three 
critical components for successful impact 
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on the loneliness, health and well-being of 
older adults.30

Currently, social workers working within 
both medical services and community ser-
vices are overwhelmed by growing casel-
oads of increasing complexity. Systematic 
efforts to address this challenge must 
include training of link workers, engage-
ment of CBSS organizations and active 
recruitment of clinical partners to partici-
pate in graduated social prescribing pilots. 
Successfully demonstrating proof of con-
cept within local community organizations 
should lead to more complex integration 
within health organizations, which would 
in turn reinforce the downstream health 
and financial impact of the model.

Conclusion

The process of developing and piloting a 
healthy aging assessment tool based on 
the DOHA provided us with valuable 
insights into how social prescribing could 
be streamlined and leveraged within a 
CBSS organization. Older adults living in 
the community often require targeted sup-
port, aimed at facilitating higher levels of 
function within one of these key determi-
nants of health, and the HAAI not only 
guides assessment of aging but also pro-
vides possible prescriptions to address 
identified areas of vulnerability. Consistent 
use of a tool such as this, across areas of 
practice and with diverse professionals 
involved in the care of older adults, will 
streamline assessment, service delivery 
and data collection. Ideally, the data cap-
tured from widespread use of the HAAI 
would support governmental decision 
making within the senior-serving sector, 
inform program invest ments and ignite 
innovative approaches to service delivery.
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